The clip Ovesco (Ovesco, Tübingen, Germany) is a novel endoscopic method for mechanical compression of tissue in the gastrointestinal tract. The indications for treatment are closure of perforations and fistulas and control of bleeding in which the conventional endoscopic treatment has failed. We report two cases about the use of an Ovesco (over-the-scope clip, OTSC) system to control persistent bleeding postpolypectomy after failure of usual treatment.
A 65-year-old woman with no medical history of interest underwent gastroscopy due to iron-deficiency anemia. A 4-cm pedunculated polyp with wide stalk in the antrum was noted. Polypectomy was performed with a snare after injection with epinephrine. Immediately, it showed arterial bleeding that was treated unsuccessfully with sclerotherapy with epinephrine and etoxiesclerol and application of endoclips (Olympus, Hamburg, Germany) ( Fig. 1 A-C) . Therefore, placement of an Ovesco with rounded edges by its insertion in the distal end of a therapeutic gastroscope (Olympus GIF 1TQ160) was decided. Bleeding was very profuse and prevented from locating the bleeding vessel. The anchor was used to bind tissue margins and to pull them into the cap before clip release. Hemostasis was achieved promptly (Fig. 2) .
Case report 2
An ambulatory colonoscopy was performed on a 71-yearold woman for colorectal cancer screening. The patient was carrier of a prosthetic metal heart valve in mitral position. Prior to colonoscopy, oral anticoagulant was retired according to hospital protocol. Two sessile polyps of 15-mm and 20-mm were removed in sigma by a snare polypectomy and previous submucosa injection of epinephrine. Three days after, the patient was admitted into hospital with rectal bleeding. Laboratory test revealed hemoglobin of 9.7 g/dL. A new colonoscopy was performed, an adherent clot in the proximal polypectomy was observed (Fig. 3) . It was removed and two hemoclips were placed. Base of resection from the distal polypectomy was covered with fibrin without bleeding. However, three days later, the patient began with new episode of rectal bleeding. It was noted a clot in the base of resection from the proximal polypectomy and hemoclips were gone. It was placed endoclips and endoloop closure technique (Fig. 4) . A clip was applied in the distal polypectomy for added security although it did not show any signs of bleeding. Sodium heparin intravenous infusion was started since it was not possible to reintroduce anticoagulant oral and the risk of recurrent rectal bleeding. The patient was attended again, 48 hours later, because of another episode of rectal bleeding from ulcer caused by clips of the base of resection from proximal polypectomy (Fig. 5A ). An OTSC was used at that time because of the failure to control bleeding using conventional endoscopic treatments. Same endoscope and kind of OTSC as in previ-ous case was used in this patient. An OTSC was positioned in the center of the lesion. The tissue was suctioned into the applicator cap, without application aids like a grasper. The OTSC was released and immediate hemostasis was achieved. There were no complications related to the procedure ( Fig. 5 B and C). There were no new episodes of bleeding after reintroducing oral coagulation.
DISCUSSION
Gastrointestinal bleeding is frequent in clinical practice, and it is an everyday indication for endoscopy procedures. Conventional endoscopic treatment includes injection, thermal application and through-the-scope clips (TTSCs), they are the gold standard for gastrointestinal bleeding. These techniques have demonstrated their efficacy for bleeding control, and decreased needs of surgery and blood transfusions. However, traditional endoscopic hemostatic methods have limitations and they can fail in a severe bleeding.
TTSCs have some limitations in their use: They are smalls, they just allow the compression of small surface of tissue, and it is quite frequent to use more than one to achieve complete hemostasis. Moreover, sometimes bleeding may get worse after vessel's laceration by TTSCs (1,2). The OTSC is an innovative clipping device made of a nitinol alloy with "shape memory" effect (3). It must be fitted onto the tip of the endoscope by means of a system similar to that used in endoscopic band ligation for esophageal varices. When it is released, it closes and can trap the entire thickness of the bowel wall (4). It is used as a method for mechanical compression of tissue in the gastrointestinal tract (5). The indications for treatment are closure of perforations and fistulas and control of non variceal gastrointestinal bleeding in which the conventional endoscopic treatment has failed (6,7). To introduce margins of the lesion inside the OTSC, sometimes it is enough to apply constant suction or application aids may be used. A twin grasper with two branches which can be opening separately and an anchor are available (1) . Two different configurations are available: The atraumatic version with blunt teeth, and the traumatic version with sharp teeth (7, 8) , the choice between them depends on the kind of lesion to treat. One drawback of OTSC is that it is placed onto the tip of the scope, which makes the removal of the endoscope from the patient necessary (7) and it may be difficult to reach the lesion again.
Recently, Manta et al. (3) have published 30 cases of upper and lower gastrointestinal bleeding in which an OTSC was applied after failure of conventional endoscopic treatment (9) . They got immediate hemostasis in 29 patients (97 %). In the only case were the OTSC failed, endovascular embolization guided by radiologic imaging was necessary. Another two cases suffered for rebleeding after 12 and 24 hours after the OTSC was placed, the hemorrhage stopped with injection of epinephrine and saline solution. No complications related to the procedure were related. In 2007, Kirschniak et al. reported 27 patients with gastrointestinal bleeding, hemostasis was achieved after OTSC placement, but two patients experienced a new episode of bleeding (5) . In fact, in these two series of cases previously described, only one patient have a postpolypectomy bleeding.
In summary, OTSC system seems especially useful as an endoscopic treatment for gastrointestinal bleeding. In the two cases we reported, we achieved definitive hemostasis in postpolypectomy bleeding following placement of OTSC after failure of standard endoscopic treatment. A basic step in placement this device is center the lesion on the OTSC system to introduce edges of the lesion into the applicator cap. In the first case we report, the margin of the polypectomy cannot be adequately distinguished because of profuse bleeding, so it was necessary to use an anchor to introduce the tissue into the applicator cap. However, in the second patient, we could identify the edges of the polypectomy and the OTSC was centered on A B C Rev esp enfeRm Dig (maDRiD)
Rev esp enfeRm Dig 2014; 106 (1): 55-58 the lesion and it was successfully release after continuous suction. As a general rule, in non fibrotic tissues, it may not be required to use application aids and it is suggested to use OTSC with blunt teeth. Nevertheless, for fibrotic or chronic ulcers or fistulas, it is helpful to employ application aids like grasper and OTSC with sharp teeth (10).
In most cases described in literature, OTSC is effective as the only endoscopic treatment for bleedings or other lesions. If necessary, other additional endoscopic devices can be used. The choice between them depends on the characteristic of the lesion, as stent, cyanocrylate injection or TTSCs. However, if the OTSC is released in an inaccurate way, it may prevent the use of other endoscopic devices.
In conclusion, OTSC is an effective, safe and easy device to use after a brief training period for gastroenterologist already familiarized with endoscopic variceal ligation. It may become an established endoscopic treatment for non variceal gastrointestinal bleeding which are difficult to control with other endoscopic treatments. Nevertheless, more studies with a large number of patients are indispensable to demonstrate its superiority over other endoscopic techniques and to establish recommendations indications, type of OTSC for every indication and patient.
